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PTCA
State of the Art 1987-1990

• POBA was king - No FDA approved stents

• Technical success:  80-85%

• Acute dissection and elastic recoil common

• Acute vessel closure:  3-8%
• Chest pain,
• Acute ST segment elevation MI
• Hemodynamic instability

• Need for emergency CABG: 2-5%

• Restenosis rates: 30-50%



1990-1995: New Angioplasty Devices



Results of Iliac balloon Angioplasty

• 667 iliac procedures 
analyzed

• One month clinical 
success 90.2%
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The Stent Era Begins

The Palmaz 308 iliac stent Julio Palmaz, MD



10 Fr





Bilateral Iliac Stenting

8 mm 

Palmaz Stents





Image Guided Iliac Stenting

• EVT performed for 507 iliac lesions in 455 
patients at one Japanese Center

• The 5-, 10-, and 15-year primary and 
secondary patencies were 89%, 83%, and 
75%, respectively, and 92%, 91%, and 91%, 
respectively

• No significant differences amongst TASC-II 
categories



Bilateral iliac occlusions
Left Radial approach



6 Fr Sheath from left radial artery



Aortic 
Occlusion



Aortofemoral Bypass



Challenges of the SFA

• Diffuse disease

• Long occlusions

• Heavy calcification

• Associated disease 
of the infrapopliteal
run-off vessels

• Complex 
mechanical forces



The Evolution of Balloon 
Technologies

Pre-Inflation

Post-deflation

Inflated @ 8 atm

Cutting Balloon

AngioSculpt

Drug Eluting Balloon

VascuTrak



Laser and Atherectomy Devices



Nitinol Stents for the SFA



The Drug Eluting Balloon ERA Begins



IN.PACT SFA Trial
Primary patency1 through 3 years

1. Freedom from core laboratory-assessed restenosis (duplex ultrasound PSVR ≤2.4) or clinically-driven target lesion revascularization through 36 months (adjudicated by a Clinical Events Committee blinded 

to the assigned treatment).

2. Number at risk represents the number of evaluable subjects at the beginning of each 30-day window.

∆ +24.4%
Statistically 

Significant
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Long SFA Occlusion



Following Drug coated balloon 
angioplasty



IN.PACT SFA Trial
Freedom from CD-TLR1 through 5 Years

1. Clinically-driven TLR adjudicated by an independent Clinical Events Committee, blinded to the assigned treatment based on any re-intervention at the target lesion due to symptoms or drop of ABI of ≥20% 

or >0.15 when compared to post-procedure baseline ABI.

2. Number at risk represents the number of evaluable subjects at the end of each 30-day window for months 12, 24, and 36, and the end of each 60-day window for months 48 and 60.

∆ +9.2%
Statistically 

Significant
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Better devices 
for Calcium



Calcified Common Femoral and SFA Disease – Atherectomy + DCB



Woven Nitinol Design



Popliteal Artery Stenting



Shockwave (IVL)

Journal of the Society for Cardiovascular Angiography & Interventions 2022 1DOI: (10.1016/j.jscai.2022.100341) 



Advanced Techniques for Limb Salvage

•Distal and multivessel intervention

•Pedal and tibial access

•Advanced CTO techniques

•Recanalization through collaterals

•Plantar arch recanalization

•Transcatheter arterialization of the deep veins



Retrograde Pedal Access



Retrograde Access

• 61 yo AAF with DM, 
CAD s/p CABG,  and 
ESRD on dialysis

• CLI with rest pain 
and ischemic ulcers 
of medial distal lower 
leg

• Subtotal popliteal 
occlusion and infra-
popliteal disease

• No usable vein









Case history

• 67 year old male
• Long standing diabetes mellitus
• Peripheral artery disease
• Large non-healing ulcer on plantar aspect of foot –

unable to walk
• Failed attempt at revascularization at another 

hospital. Told he would likely need below knee 
amputation

• He came to me for a second opinion
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Angiography
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Wound healing






